There is a lack of data from population-based prospective cohort studies on the relationship between smoking and periodontitis, especially as seen here, with this study's impressively high followup rates. 1 This study used a complete birth cohort who had measures of periodontal status collected when participants reached the age of 26 and 32 years, with a very low dropout rate between the two examinations. The researchers use detailed measurements of tobacco usage collected over the previous 17 years. There were some weaknesses in the methodology and the interpretation of the data, however. As the authors point out, selfreporting of smoking is the only means of determining lifetime exposure and this can be subject to under-reporting, especially in younger age groups. Although biomarkers such as cotinine, a nicotine metabolite, can be used to determine current exposure, there is no equivalent for determining lifetime exposure. 2 The use of partial-mouth periodontal examinations at 26 years will have underestimated the prevalence and extent of disease. In addition, the use of longitudinal partial measures to estimate changes between the ages of 26 and 32 years will have underestimated incidence of attachment loss and the effect of risk factors for disease. Nevertheless, the data clearly show that young adults who smoke an average of 15 or more cigarettes a day long-term will have worse periodontal health than nonsmokers.
ticipants were carried out when they reached the age of 26 and 32 years by calibrated examiners; smoking exposure was measured by questioning at ages 15, 18, 21, 26 and 32 years. Socioeconomic status (SES) was measured at the age of 26 years by categorising adult occupation using standard New Zealand occupation indices.
Dental visiting behaviour was assessed by questioning at age 25 and 32 years.
Data analysis Chi-square tests were used to examine the statistical significance of differences observed with categorical dependent variables. Analysis of variance was used for continuous variables.
Logistic regression modelling was used to examine smoking exposure and periodontitis prevalence and incidence while controlling for sex, SES, dental plaque accumulation and the use of dental services.
Results Complete data were available for 810 individuals of whom 48.9% had smoked at some point (31.5% were current smokers). Table 1 shows the prevalence, for a selection of smoking exposure groups of attachment loss at age 32 and the odds ratio compared with never-smokers and table 2 the incidence of 3+ mm attachment loss. Sites with >5 mm attachment loss and were more likely to be incident cases after age 26 (OR, 5.2 and 3.2, respectively). Two thirds of new cases in individuals older than 26 years were attributable to smoking. There were no significant differences in periodontal health between never-smokers and those who had quit smoking after age 26.
Question: What is the association between long-term smoking and periodontal disease? 
